Aim: This study examines the transition from fertility to obstetrical care of women who conceived through IVF. Materials & methods: 33 women filled out questionnaires before IVF, during pregnancy and after birth on infertility stress, maternal adjustment and depressive symptoms. During pregnancy, they participated in an interview about their emotional experiences regarding the transition. Responses were sorted into three categories: Autonomy, Dependence and Avoidance. Results: Exploratory results show that 51.5% of women had no difficulties making the transition (Autonomy), 21.2% had become dependent (Dependence) and 27.3% had distanced themselves from the specialists (Avoidance). Women who became dependent had more trouble adjusting to motherhood and more depressive symptoms. Conclusion: Difficulty making the transition may be linked to decreased ability to adjust to motherhood and more postpartum depressive symptoms.
care has been studied in other medical fields, particularly oncology [2, 3] . Following cancer treatment, a patient's frequent contact with the care team often ends abruptly and they can find themselves 'lost in transition' [4] . They are uncertain about the course of their illness and suffer from significant anxiety over the disruption in their medical care [5] . Therefore they seek to maintain strong ties with the medical team, as if to prevent a relapse.
Unlike the above patients, women who conceive through IVF should theoretically be in a positive situation. Nevertheless, the course of the pregnancy is still very uncertain and a positive outcome cannot be guaranteed as the clinical pregnancy rate is approxiamtely 30%, and the delivery rate is approximately 20% per embryo transfer [6, 7] .
Previous studies have shown that overall women succeed in making the adjustment to pregnancy and motherhood [8] ; however, women whose pregnancy was medically assisted have higher anxiety than those who conceived naturally. They worry more about miscarriages and the survival and health of their baby [9] [10] [11] . That heightened anxiety raises questions about how women experience this transition. Does the transition from fertility specialists to obstetricians create or enhance doubts or worries that were already present, which could When IVF leads to pregnancy, common practice dictates that women typically leave the care of fertility specialists and are instead monitored by obstetricians. This care pathway may differ depending on the country or the clinic, but fertility specialists are not generally in charge of monitoring the resulting pregnancies. Clinical practice in Switzerland shows that this transition from fertility specialists to obstetricians produces a variety of reactions: some women are happy or even relieved to return to routine care, while others would have preferred to remain with the team that helped them have a child, and view that team as better able to protect their unborn baby. Whatever their reaction, fertility teams have noticed that the couples often have a strong attachment to them, as shown by the gifts, birth announcements and baby pictures they send and their visits to show off their babies.
Transitional care has been defined as "…a set of actions designed to ensure the coordination and continuity of healthcare as patients transfer between different locations or different levels of care in the same location" (see page 533 of Coleman et al. [1] ). To our knowledge, the transition of care from fertility specialists to obstetricians of women who conceived through IVF has not yet been studied. By contrast, the transition between intensive and routine medical The transition of care from fertility specialists to obstetricians: maternal adjustment and postpartum depressive symptoms complicate the maternal adjustment process, or is it a welcome change?
In this exploratory study, we examined the transition of care from fertility specialists to obstetricians by interviewing women who conceived through IVF during their pregnancy about their emotional experiences. The 'care transition' period extended from when the specialists informed the women of their pregnancy to the date of the interviews, in the fifth month of pregnancy. Our objective was to categorize women's experiences during the care transition using qualitative observational methods, and to carry out an exploratory analysis of the link between those experiences and two variables that are commonly studied when examining the transition to parenthood: adjustment to motherhood and postpartum depressive symptoms. These variables were assessed through self-reported questionnaires [11, 12] . We hypothesized that those women who experienced difficulties during the care transition would have more difficulty adjusting to motherhood and would experience more postpartum depressive symptoms compared with women who had no particular difficulties during the transition.
Materials & methods Participants
The sample comprised 33 women who conceived through homologous IVF with or without recourse to intracytoplasmic sperm injection (ICSI), a test-tube procedure in which a sperm is directly injected into an egg to achieve fertilization. This sample is part of a larger project (supported by the Swiss National Scientific Research Foundation, grant no. 32003B-111985) assessing the transition from infertility to parenthood of couples starting IVF [13, 14] . For that project, a sample of 86 women meeting the inclusion criteria was recruited between 2006 and 2009 from two fertility clinics in French-speaking Switzerland before the women's first IVF or ICSI treatment. In Switzerland, these fertility treatments are not reimbursed by health insurance plans, meaning that patients must bear the full cost.
To meet the inclusion criteria, parents had to be fluent in French and not already parents. The study design comprised three research sessions:
• Before the first IVF/ICSI treatment • During the fifth month of pregnancy • 9 months after birth Of the 86 women who participated in the first research session, 33 women became pregnant in the year following their first IVF/ICSI treatment. The 1-year time period was chosen for reasons related to study length. All the women who achieved pregnancy agreed to continue the study until 9 months postpartum. The present paper analyzes data from this subsample of 33 women whose IVF/ICSI treatment was successful. The data relate to: the level of infertility-related stress before IVF/ICSI (first research session); maternal adjustment to pregnancy and emotional reactions to the care transition, assessed during pregnancy (second research session); and maternal adjustment to motherhood and depressive symptoms, assessed at 9 months after birth (third research session).
Women's mean age was 32.5 years (standard deviation [SD] = 3.0), and their socioeconomic status was mostly middle to upper-middle class (Hollingshead's Index of Social Position). They had been in a stable relationship for approximately 5 years (mean = 5.75, SD = 3.15) and 81.8% were married. Table 1 presents contextual data on current or past mental disorders, and infertility (duration of infertility workup, source of infertility and ICSI treatment), pregnancy (primiparous and multiparous women, pregnancies obtained following a fresh cycle and complications) and birth (type of delivery, complications and breastfeeding). The source of infertility was a male factor in half the cases, and less often a female factor, a mixed factor or unexplained. Consequently, approximately 80% of the treatments were IVF with ICSI. The incidence of male infertility factors in this sample is high, but similar to the 47% rate in Switzerland [101] . The majority of women were primiparous, onethird of them had pregnancy complications (at risk for miscarriage or preterm labor) and the delivery was by cesarean section in 60% of the cases.
Procedure
At the end of the routine counseling session prior to starting the first IVF/ICSI treatment [15] , the infertility counselor gave the women an informational letter about the study. The counselor specified that the medical staff, including the counselor, would not be aware of their participation. The researcher then called the women and fully explained the study. Women who agreed to participate received a written consent form to return before the first research session. During the first research session (before IVF/ICSI), the women filled out a self-reported questionnaire about their infertility-related stress. During the second research session (fifth month of pregnancy), they filled out a self-reported questionnaire about their adjustment to pregnancy and participated in the 'Reaction to Infertility Interview', a semi-structured interview that includes questions about emotional reactions to the care transition. Finally, during the third research session, they filled out self-reported questionnaires about their adjustment to motherhood and their depressive symptoms. The study received ethical review and approval from the Ethics Committee of the Faculty of Medicine of the University of Lausanne in 2004.
Assessment tools Reaction to Infertility Interview
The Reaction to Infertility Interview (RII) is a 20-30 min semi-structured interview adapted from the Reaction to Diagnosis Interview, which was originally developed and validated for women whose child had received a medical diagnosis [16] [Pianta RC, Marvin RS, Unpublished Data], and whose reliability has been described as satisfactory (coefficient of concordance of 0.80, Kendall's W test) [14] .
The version of the RII used during pregnancy included eight questions: five were similar to the RII and investigated the emotional reactions to a medical diagnosis [14] , and three were specifically developed and analyzed for the present study to explore the transition of care from fertility specialists to obstetricians. These three questions were:
• What was it like to go back to your obstetrician after being treated at the medically assisted procreation (MAP) center? To make the transition from intensive to routine care?
• Was it clearly explained to you at the MAP center that your care provider would change once you became pregnant? (Yes/no)
• How would you describe your relationship with the MAP center team and how has that relationship changed now that you are going to be a mother?
Questionnaires Infertility-related stress before starting IVF Women's stress before starting IVF was assessed using the Fertility Problem Inventory [17] . This 46-item questionnaire produced a global score of perceived infertility-related stress for each woman that ranged from 46 to 276, with higher scores representing higher stress. This global score assesses five aspects of infertility: social, sexual and relationship anxiety, need for parenthood and feelings about living a childfree life. The internal consistency of the original questionnaire is high (Cronbach's a= 93) and was satisfactory in our sample (Cronbach's a = 85). Test-retest reliability, discriminant validity and convergent validity with measures of depression, anxiety and marital adjustment were all described as satisfactory [17] .
Adjustment to pregnancy & adjustment to motherhood
Women's adjustment to pregnancy at the fifth month of pregnancy and adjustment to motherhood at 9 months postpartum were assessed through the Maternal Adjustment and Maternal Attitudes Questionnaire [18] . This 60-item questionnaire investigates five aspects of the adjustment to pregnancy and motherhood: body image; somatic symptoms; marital relationships; attitudes towards sex; and overall feelings about the pregnancy and the baby. The questionnaire is available in a prenatal and a postnatal version. The two are similar except that 12 items are adapted to the postnatal period. The questionnaire's scores range from one to four, with higher scores representing more difficulties with adjusting. The splithalf reliability of the original questionnaire was satisfactory (0.73), as was the Cronbach's a calculated with our sample (0.72). Testretest reliability and criterion validity of the questionnaire were described as satisfactory [18] . As there was no established clinical threshold for this questionnaire, we followed other authors in considering scores in the top quartile (i.e., 75% and up) as problematic [19] .
Depressive symptoms at 9 months postpartum
Women's depressive symptoms were assessed at 9 months postpartum using the Edinburgh Postnatal Depression Scale [20, 21] . Global scores for the 10-item questionnaire can range from 0 to 30, with higher scores indicating more depressive symptoms. Scores above 10.5 indicate possible clinical depression [21] . The internal consistency of the original questionnaire is satisfactory (Cronbach's a= 76), as was the internal consistency with our sample (Cronbach's a = 77). Test-retest reliability, criterion validity and convergent validity with the General Health Questionnaire-28 and Center for Epidemiologic Studies Depression Scale were described as satisfactory [21] .
Qualitative observational ana lysis
A qualitative approach was used to analyze the three questions related to the transition of care. A conventional content analysis based on ten videotaped interviews was used to formulate clinically valid categories for the transition of care [22] . The coder also noted whether the emotional terms used by the women were positive ("I was relieved and happy") or negative ("I felt stressed and worried"), and took into account the nonverbal behaviors. Nonverbal behaviors indicating the subject's involvement in the discussion (body facing the interviewer, eye contact, smiles and facial expressiveness) were considered positive. Behaviors indicating the subject's detachment (body turned away from the interviewer, limited eye contact, few smiles or polite smiles and little facial expressiveness) were considered negative [23] . The correspondence between the verbal and nonverbal indicators was also considered. This initial phase of inductive category development led to the creation of three categories for the transition of care, derived from the data.
Autonomy
The women in this category frequently used emotional terms to describe their experiences during the care transition. The terms were both positive and negative or neutral, but were always consistent with their nonverbal behavior. Overall, these women described the mixed feelings that may occur in such a situation (happy to begin a new phase, sad or uneasy about leaving the fertility team). They acknowledged and dealt with the element of separation in the care transition.
Dependence
The women in this category frequently used emotional terms to underscore the intensity of their relationship with the MAP team, and the terms were generally consistent with their nonverbal behavior. They expressed very strong positive feelings about their relationship with the team and could not imagine that relationship ending. Some of these women requested to continue to be monitored by the fertility specialist during pregnancy. The specialist was seen as their protector, offering a rigorous schedule of consults and exams and constant availability. These women did not acknowledge the element of separation in the care transition, but rather expressed the need to maintain close contact with the MAP team.
Avoidance
The women in this category used few emotional terms in their descriptions. They behaved defensively and evasively by spending little time on the subject, limiting their responses to facts or by failing to respond at all. They did not acknowledge the element of separation in the care transition, instead emphasizing the need to distance themselves from the MAP team. They also tended to minimize the contribution of the MAP team. Their descriptions were flat (i.e., lacking effect) or defensive, or they smiled politely while adopting a detached posture. The few emotions they described were generally inconsistent with their nonverbal behavior.
Inter-rater reliability
These categories were then used to code all the interviews. Inter-rater reliability was established through independent coding of eight interviews by the first author. The coders were blind to the questionnaire scores. Inter-rater reliability was assessed using two-way random intraclass correlation coefficients (ICC 2,1 ). The score was 0.93, p < 0.001 for coding the transition category.
Statistical analyses
To conduct an exploratory test of our hypothesis that adjustment to motherhood and the presence of postpartum depressive symptoms would vary by transition category, we performed a Kruskal-Wallis H test and used Mann-Whitney as the post hoc test to determine the specific differences between the categories. The effects on the transition category of sociodemographic data (age, socioeconomic status and length of the relationship), current or past mental disorders, infertility data (duration of infertility workup, source of infertility and ICSI treatment), pregnancy (primiparity versus multiparity, fresh versus frozen cycle and complications) and birth data (type of delivery, complications and breastfeeding) were examined using oneway analysis of variance. We also investigated the need to control for the women's infertilityrelated stress before beginning IVF (using the Kruskal-Wallis H test and Mann-Whitney as the post hoc test), and for the women's perception of whether the fertility specialists had clearly explained that once they were pregnant they would no longer be treated by the fertility center (using the c 2 test).
Results

Preliminary analyses
The preliminary analyses to investigate the need to control for the effects on the transition category of sociodemographic data (age, socioeconomic status and length of the relationship), current or past mental disorders, infertility data (duration of infertility workup, source of infertility and ICSI treatment), pregnancy (primiparity versus multiparity, fresh versus frozen cycle and complications) and birth data (type of delivery, complications and breastfeeding) did not reveal any significant effects.
Care transition
Analysis of the interviews produced the following distribution among the transition categories: autonomy (51.5%); dependence (21.2%); and avoidance (27.3%). The excerpts below are characteristic of the descriptions given for each of the three categories.
Autonomy
Excerpt 1:
"You get attached to the staff at the center, so it wasn't easy to leave them, but I was happy to see my gynecologist again because it's more personal and he takes more time."
Excerpt 2:
"It's a relief to be back to normal, but on the other hand the medical team was important; it was just a 1-month treatment, but that was crucial. I miss that personal contact now; sometimes I want to go back and give them an update."
Excerpts 1 and 2 illustrate the mixed feelings of the women in this category: difficulty separating from the fertility specialists who played a key role for them, but also satisfaction at going back to the obstetrician (excerpt 1) or routine care (excerpt 2).
Excerpt 3:
"The center told us, 'Ok, you're pregnant, we won't be seeing you anymore,' even though we had grown accustomed to the doctors and the team.
I didn't know what to expect going back to the gynecologist who we hadn't seen in 3 years. I was afraid he wouldn't understand all we' d been through."
Excerpt 3 illustrates the connection with the MAP team ("we'd grown accustomed to the doctors and the team") and also the woman's concerns that the obstetrician would not understand them, not having been involved in the pre-pregnancy process.
Dependence
Excerpt 1:
"I asked to remain under the care of the gynecologist who I saw during treatment. I couldn't imagine going elsewhere; I wanted someone who knew what I' d been through."
Excerpt 2:
"It made sense for us to stay at the center because they had done everything and it was rewarding for the nurses to see how it turns out for once."
The women in excerpts 1 and 2 requested to continue treatment at the MAP center, while the woman in excerpt 3 below left the center. The MAP team nonetheless remains very important to her.
Excerpt 3:
"The Center is a happy place; I tear up every time I pass by it."
In the Dependence category, we also saw cases where the fertility specialist was the attending physician for the pregnancy and was described as very supportive and available.
Excerpt 4:
"The doctor gave me his mobile phone number and said I could call him, even on Saturdays or Sundays."
In other cases, it was the lack of support from the obstetrician that was emphasized: Excerpt 5:
"In the beginning I was uneasy, I felt like the doctor [obstetrician] wasn't monitoring us enough.
We would have liked to have seen him more often, especially early in the pregnancy. If only we could have checked every day that the baby was alright!" Avoidance Excerpt 1:
"It's already forgotten: it was clear from the beginning in the center's paperwork."
(in an uptight tone of voice)
The women in this category also sometimes minimize the MAP team's contribution, giving the impression of distancing themselves from their feelings.
Excerpt 2:
"There was no transition for us; our gynecologist was always Dr S. He just delegated to the center what he couldn't do himself."
(lacking affect, detached posture) Excerpt 3, about a letter from the MAP center to the obstetrician:
"If you read between the lines, they were congratulating themselves on me being pregnant. I told my doctor [obstetrician]: I want it to be very clear to everyone that I am pregnant…naturally. They…you could say that they had nothing to do with it, to be quite clear."
Pretreatment stress & clarity of the explanation of the transition
Results did not show any difference by transition category in women's infertility-related stress before beginning IVF (c 2 = 1.40, not significant) ( Table 2 ). Moreover, 100% of the women in the sample stated that they had received a clear explanation of the transition in care that would follow conception. Table 2 shows the scores by transition category from the questionnaires on the adjustment to pregnancy and motherhood and on postpartum depressive symptoms. The adjustment to pregnancy did not vary according to the transition category, however, at 9 months postpartum, women in the Dependence category were having more difficulties adjusting to motherhood and had higher postpartum depressive symptom scores compared with women in the Autonomy category. These differences were statistically significant, but the global scores remained within the norms [24, 25] . Five of the seven women in the Dependence category had maternal adjustment scores in the problematic range (top quartile), compared with three out of 17 in the Autonomy category and one out of nine in the Avoidance category. Furthermore, two out of seven of the women in the Dependence category scored higher than the cut-off of 10.5 on the Edinburgh postnatal depression scale questionnaire, compared with two out of 17 in the Autonomy category and one out of nine in the Avoidance category.
Care transition: exploratory results on the adjustment to pregnancy & motherhood & on postpartum depressive symptoms
Discussion
This study provided insight into the emotional experiences of women who conceived through IVF with regard to the transition of care from fertility specialists to obstetricians. Our analysis revealed three different types of transition: autonomy, dependence and avoidance. Half the women in our sample were deemed to have made the care transition without any notable difficulties, and acknowledged both the positive and negative aspects of the change (Autonomy category). The other half had more difficulty with the care transition, either because they had become dependent on the fertility specialists (Dependence category) or because they distanced themselves from the thoughts and emotions surrounding their time at the MAP center (Avoidance category). We hypothesized that the women's adjustment to pregnancy and to motherhood and postpartum depressive symptoms would vary according to their transition category. Our exploratory analyses indicated that this hypothesis was confirmed at 9 months postpartum, but not during pregnancy. Our findings indicate that the women in the dependence category had the greatest difficulties postpartum. Consequently, women who form a particularly strong bond with the MAP center may be more at-risk for increased difficulties adjusting to motherhood postpartum and experiencing more postpartum depressive symptoms. However, the scores remained within the norms for adjustment to motherhood and postpartum depressive symptoms. Moving from the world of infertility to the world of obstetrics can thus be a relatively positive or negative experience for women who conceive through IVF. This change may be acceptable or even beneficial for those women who, once they are pregnant, want to feel 'like everybody else' and leave behind the care structure on which they had to rely to have a child. Conversely, the lack of collaboration can be difficult for women who need recognition for their painful experience and who do not want to be treated like ordinary patients.
The fact that the women in the Dependence category and not those in the Avoidance category experienced increased postpartum difficulties may suggest that very (i.e., overly) positive relationships between patients and MAP center care providers should receive attention. However, we cannot disregard the possibility that this result is due to a 'dependent' personality type, rather than to the care transition. More research is needed to assess the transition type and the women's personality type.
This study has several limitations. First, our results are exploratory, as the size of the care transition groups is insufficient for drawing definitive conclusions about the differences between these groups. This categorization should be used in a larger sample of women so that the results can be generalized. Second, it is possible that other factors, such as personality, determine which transition category women fall into. For example, women who are predisposed to form dependent relationships would likely have more difficulty separating from the fertility specialist than women more naturally inclined to be autonomous in their interpersonal relationships. The patients' personality types were not considered in the scope of this study; thus, the matter cannot be addressed definitively. In addition, other factors not considered in this study could also affect how patients handle difficulty with the care transition, such as the care providers' personality, whether or not they tend to overprotect their patients, and their anxiety about pregnancies, generally considered as precious [25, 26] . However, other important variables, such as the level of infertility-related stress measured prior to IVF, as well as the clarity of the explanation of the transition, did not explain the differences between the transition categories. Another limitation is that, owing to the interview occuring during the fifth month of pregnancy, the progress of the pregnancy could have had an impact on how the transition was perceived. We cannot discount the possibility that complications early in the pregnancy might negatively influence how the transition is perceived or trigger the formation of a bond with, or even dependency on, the attending physician. Nevertheless, our results do not indicate that the women in the Dependence category had more complications with their pregnancies than those in the other categories. Finally, it would be interesting to assess adjustment to motherhood and depressive symptoms at postpartum earlier, as symptoms of depression may be observed as soon as 2 weeks after delivery [27] .
Conclusion
This study's findings underscore the importance of taking into account not only the standard preand post-natal variables, but also factors related to the care experience when evaluating the transition to motherhood of women who conceived through IVF. Future research could focus on such factors as the experiences of doctors who monitor the pregnancies achieved through IVF and on the doctor-patient relationship. This research would refine our understanding of the dynamics at work in the care of women who conceive through IVF.
Furthermore, future research that includes analysis of the emotional experience during the care transition from fertility specialists to obstetricians could suggest possible improvements to help achieve effective transitional care in the field of MAP. In recent years, important efforts have been made to increase the quality of transitional care in different fields of medicine. Various strategies have been used, such as the development of individualized transition protocols with recommendations for medication or treatment plans for cancer patients transitioning from intensive care to primary care [3] , for the elderly making the transition from hospitals to nursing homes [28] and for chronically ill patients who transition from pediatric to adult care [29] . In adult patients discharged from the hospital, other procedures have also been assessed, such as in-hospital discharge preparation, informational leaflets, liaison nurses and discharge coordinators, discharge planning protocols and improving communication between hospitals and primary care providers [30] .
To improve the quality of transitional care in the MAP field, the women and their partners must be informed and prepared for the different phases of care during pregnancy, and be actively included in the decision-making (e.g., by making telephone calls in their presence, sending them copies of letters or setting the transition date together). Additionally, MAP professionals could increase their sensitivity to their patients' needs in terms of pre-and post-natal support, because the specificity of the experience of conceiving through IVF may, in turn, shape the experience of the transition to parenthood [9] . The development of strategies to ease the transition from fertility care to obstetrical care and the evaluation of their efficacy is a move towards patient-centered reproductive medicine, which strives to be responsive to the individual woman's needs and experiences [31, 32] .
Future perspective
In the MAP field, a large number of studies focus on the couples' emotional reactions during medical treatment or after treatment failures. An as yet limited number of studies focus on pregnancy and the early postpartum period after IVF. More studies on this period are needed to increase our understanding of the specificity of the transition to parenthood following infertility and infertility treatments. Research on transitional care in reproductive medicine is also needed to assess patients' needs and expectations broadly, and then set up and assess the efficacy of specific interventions to ease the care transition.
future science group
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Executive summary
Transition of care from fertility specialists to obstetricians after IVF • After successful IVF, women typically leave the care of fertility specialists and their pregnancy is monitored by obstetricians.
• No previous research has examined the emotional experiences of women who conceived through IVF during the transition from fertility to obstetrical care. • Studies in other fields of medicine indicate that the transition of care from intensive to routine medical care may create or enhance feelings of uncertainty and anxiety. • The study's hypothesis was that difficulties during the care transition would be associated with difficulties adjusting to motherhood and more elevated postpartum depressive symptoms.
Women's emotional reactions to the transition of care were assessed during pregnancy • A total of 33 women participated in a semistructured interview about their emotional reactions to the transition of care at the fifth month of pregnancy. Women's responses were sorted into three categories: Autonomy, Dependence and Avoidance. • Women also filled out self-report questionnaires that evaluated their infertility-related stress (prior to IVF), their adjustment to pregnancy (fifth month of pregnancy) and their maternal adjustment and depressive symptoms (9 months after birth). • The effect of sociodemographic, infertility, pregnancy and birth data was investigated.
Emotional reactions of dependence toward the fertility specialists were associated with difficulties adjusting to motherhood & higher scores for postpartum depressive symptoms
• 51.5% of women had no difficulties making the transition (Autonomy category), whereas 21.2% had become dependent (Dependence category) and 27.3% had distanced themselves from the specialists (Avoidance category). • Women in the Dependence category had more difficulties adjusting to motherhood than women in the Autonomy and Avoidance categories and had higher scores for postpartum depressive symptoms than women in the Autonomy category. • No difference by transition category was observed concerning infertility-related stress.
• No difference was observed between transition categories in relation to sociodemographic, infertility, pregnancy and birth data.
Quality of transitional care may be improved
• Strengthening transitional care in the infertility field may be beneficial to all patients, and in particular to women who need special attention. • Potential strategies are: informing the women and their partners about and preparing them for the different phases of care; including them in the decision-making process (e.g., setting the transition date together with the fertility specialist); and assessing their needs in terms of pre-and post-natal support.
•• An early review of the empirical literature on psychological and social aspects of pregnancy, childbirth and the first postpartum year after medically assisted procreation that laid the groundwork for future research. • An example of research on the transition to parenthood after medically assisted procreation that shows that women conceiving through assisted reproductive technology have a more complex experience of pregnancy compared with women who conceived spontaneously.
